anaesthetic was given, though this hardly seemed necessary, and the operation on the mastoid was begun, but before the antrum had been opened the patient had ceased to breathe. Artificial respiration was applied, and the operation stopped, but breathing remained suspended while the dura mater of middle and posterior cranial fossm were exposed. The tension of the dura mater was much higher in the posterior fossa, and no pulsation could be felt. No extradural abscess was seen. It was not possible, under the circumstances, to see if any path of infection could be followed up, and the dura mater was incised posteriorly to the sigmoid sinus, several radiating incisions through the dura mater covering the lateral and inferior surface of the cerebellum. Here no adhesions were encountered, the cerebellum prolapsed freely, expanding over the edges of the cut dura mater. In the cerebellum a large abscess was found, and On the escape of an ounce or two of pus spontaneous respiration was resumed. It was, however, necessary to apply artificial respiration for some little time, and the patient remained comatose for about two days, then he began to recover, and it was possible by the usual tests to recognize the signs of a cerebellar lesion, e.g., coarse nystagmus to the side of the lesion-asynergia and unusual signs of co-ordination in limbs on same side as the lesion.
A BOY, aged 7, was admitted with otorrhoea and deafness on the right side. During the previous week drowsiness had been noticed and he had vomited a few times.
On admission: Temperature, 980 F.; pulse 130; nystagmus to the right.
Deviation to the right when pointing with right upper extremity. No asynergia (no dysdiadokokinesia, and finger-to-nose test was correct). Reflexes normal, except doubtful plantar response.
Schwartze operation: Very small extradural abscess, mesial side of sigmoid sinus. Exploration of cerebellum through this area, and about I oz. of pus evacuated. Tube drainage.
The boy is still in St. Bartholomew's Hospital, and appears to be progressing favourably at the time of writing.
I ventured to bring forward these few cases of brain abscess as examples, on the one hand, of the comparatively scant clinical evidence which would have justified a clinical diagnosis of abscess in each case, and on the other hand, the fortuitous circumstances on which recovery depends. These cases do not comprise all we have met with during the last eighteen months, for some others which appeared as likely to recover have succumbed. Of the fatal cases, two cerebellar abscesses developed meningitis later, and in one case of temporo-sphenoidal abscess which had been diagnosed and drained within three weeks of the onset of acute otitis media, and had almost recovered, there developed a very slowly spreading cedema of the brain, which terminated fatally about two months later. The autopsy in the last case proved that the abscess was efficiently drained, and there was no meningitis or intraventricular effusion, only cedema of the left cerebral hemisphere-a diffuse form of infective encephalitis.
DISCUSSION.
Mr. LAWSON WHALE asked whether Mr. Scott considered that amnesia was still present. This girl, when a watch was shown to her, called it a clock; whereas any girl aged 11 might be expected to know the difference between a watch and a clock.
Mr. G. J. JENKINS-asked whether Mr. Scott found "Cushing's defect " in the perimeter tracing in the first of these cases. He thought that for amnesia to be present the abscess would be further forward than in cases in which this defect was likely to be obtained.
Sir CHARLES BALLANCE (President) said he thought that the presence of amnesia was a sufficient ground for diagnosis, and in this case Mr. Scott had diagnosed the condition at once, and had been able to save the patinnt's life. A little before the war he (the speaker) had as patient an officer who had undergone a mastoid operation for long-continued otorrhcea. The nurse who was looking after him one day reported that he had forgotten her name; and when shown a watch he had been unable to name it. He (Sir Charles) had gently removed the tegmen and incised the dura above it. The dura was not pulsating, and was discoloured. There was no abscess, but the part of the brain above the tegmen was in a condition of cellulitis. Drainage through the dura was continued for ten days, and the patient had recovered. Shortly before his complete recovery he had been able to distinguish and name objects, and afterwards he had remained well.
Mr. A. J. HUTCHISON remarked that the patient in the second case could use his hand well, except for buttoning and unbuttoning, and the disability in this respect was due to his having lost sensation in the tips of fingers and thumb.
Mr. E. MUSGRAVE WOODMAN asked what would be the best method of draining cerebellar abscess in contradistinction to abscess of the temporo-sphenoidal lobe. If cerebellar abscess were approached from the aural region, pus welled up from the bottom, and everything looked satisfactory, but it was upward drainage, and in most of the cases which he had seen the patients died. In approaching the abscess from below, if there was a dural space which was not shut off by adhesions, there was a risk of infection and the production of meningitis.
Mr. W. M. MOLLISON suggested that the numbness of the finger tips might be due to congestion of the cerebral cortex, in consequence of the temporary cessation of respiration.
Mr. G. J. JENKINS, referring to the danger of meningitis in cases of abscess, said that recently, in two cases, he had put B.I.P. round the edges, getting between dura and brain. It was a special preparation of B.I.P., without paraffin, and the components sterilized separately. He symptoms to show where it was situated. Just after the administration of the anesthetic had begun, the child ceased to breathe, and this circumstance pointed to the cerebellum as the site of the abscess. The Silvester method of inducing artificial respiration had been carried out for ten minutes, without any return of breathing, although the pulse had remained quite good. The assistant had then employed a modified Silvester's method. bringing the arms up to the level of the shoulder and then pressing them forcibly against the chest. While this was being done he (Mr. Marriage) had trephined over the cerebellum. As soon as the trochar had been inserted, pus had escaped, and the breathing bad immediately recommenced.
For the moment he (the speaker) had been satisfied with putting in a drainage tube and leaving it. Next day he had opened up the mastoid and found a track running beneath the lateral sinus into the abscess. He had put drainage tubes into both wounds, and for a week the child had done very well. Then it had suddenly rolled over and died. Post mortem, not only a cerebellar abscess had been found but also a temporo-sphenoidal abscess, of which there had not been any symptoms.
Mr. CLEMINSON said that he had had an opposite experience in connexion with cerebellar abscess (in a girl aged 15). While the pus was draining out, the patient had stopped breathing, and though artificial respiration had been carried on for six hours, she had never breathed again. At that time there had been no intratracheal apparatus in the hospital for the administration of the aniesthetic, but he felt that if a tube could have been introduced through the larynx and air insufflated, possibly the cedema which caused pressure on the edge of the foramen magnum might have subsided. If he had to operate again in a case of cerebellar abscess he would have an intratracheal anaesthetic, because the tube could be left in position, and air could be blown into the lungs indefinitely.
Sir CHARLES BALLANCE (President) said that in his experience as soon as the dura was opened respiration was resumed. In one case he had had at Queen Square artificial respiration had been carried on for five hours; he (Sir Charles) had performed craniectomy, and as soon as the dura had been opened, the patient had begun to breathe again. This had also been the case during his operations on cerebellar tumours and abscesses, breatbing had begun again as soon as pressure had been removed from the medulla. In the cases with which he had had to deal the Silvester method of artificial respiration had been employed. The most important point was that of the prevention of meningitis in cases of brain abscess in which there was no matting of meninges. That was a problem which, he thought, had not yet been solved. Some members had suggested putting various materials underneath the dura before opening the abscess; but it was not easy-owing to the pressure-to introduce anything between the dura and the arachnoid, before opening the abscess, and even if that was done, the subarachnoid space was not shut off. He (the speaker) had tried putting pieces of gauze which had been soaked in some solution between the dura and the arachnoid, simply closing the subdural space in that way, or putting in B.I.P. But that was not all that was necessary; the subarachnoid space must also be closed, for it was in that space that one desired to avoid the possibility of meningitis. In some cases, when he had opened the brain abscess, he had been unable to prevent the extension of infection to the subarachnoid space, through healthy brain tissue without matting of the meninges.
If this problem could be solved the lives of the patients in these cases could be saved. Then we should not have to search for the pathological track through which the infection had entered the cranial cavity.
Mr. SYDNEY SCOTT (in reply) said that artificial respiration had been performed by the anmesthetist, Dr. R. Wade and the house surgeon, Mr. Prance, the sister of the ward acting as chief assistant while he exposed and opened the cerebellum.
